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but not across intervention types. The majority of pub-
lished ICERs are falling in or below the £20–30,000
range. The highest ICERs were found to come from pub-
licly funded studies of technologies, which had yet to 
be generally adopted within the NHS. In the non-
pharmaceutical group an association was found between
lower ICERs and adoption into routine practice. CON-
CLUSIONS: The results indicate some degree of consis-
tency in decision-making. However, the results must be
treated with caution. The selection of technologies for
evaluation is neither comprehensive nor representative of
technologies used in the NHS. Large areas of routine
practice remain unevaluated. The methodology and the
quality of CE studies remain variable, and the deﬁnition
and assessment of routine use remain problematic.
HP2
HEALTH ECONOMIC EDUCATION IN
ALLOCATION DECISIONS:A PRE-TEST 
POST-TEST STUDY
Evans CJ
Mapi Values USA LLC, Boston, MA, USA
OBJECTIVE: To determine the impact that an educa-
tional intervention has on students’ perception of the rel-
ative importance of efﬁciency and equity in the rationing
of health care. METHODS: Over two years, a survey was
provided to students in a graduate health economics class.
The survey asked the students (n = 54) how they would
allocate organs amongst patients who had varying
chances of beneﬁting from them. Participants were asked
to complete the survey at two points in time: the ﬁrst day
of class and prior to receiving the ﬁnal examination on
the last day of class. Responses were anonymous.
Between the 2 administrations the subjects received a 3-
hour lecture on health economics once a week for 13
weeks. The lectures included: pricing, cost-minimization,
effectiveness, utility, and beneﬁt analyses, the use of 
pharmacoeconomic data, and the Oregon experiment.
RESULTS: Prior to receiving instruction in health eco-
nomics, the students weighed equity and efﬁciency
equally: 32% of respondents allocated organs regardless
of the patient’s prognosis compared to efﬁciency argu-
ments that stated that the organs should be allocated to
the group with the greatest chance of survival (36%).
After completion of the course most respondents (50%)
allocated organs so as to maximize health outcomes;
however, many (30%) still felt that organs should be allo-
cated based on principles of fairness to all. After the
course was completed there was evidence to suggest that
nearly all students understood the trade-offs and the
implications of non-health maximizing behavior better.
CONCLUSIONS: Previous research has indicated that
equity considerations in allocation decisions are im-
portant to members of the general public. This study 
provides preliminary evidence that an educational inter-
vention may change this perception, although there is still
a high value placed on equity concerns. Equity arguments
should be incorporated formally in cost-effectiveness
evaluations and medical decision making.
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OBJECTIVES: The league table approach to rank 
ordering health care programs according to the cost-
effectiveness ratio is a common method to guide policy
makers in setting priorities for resource allocation. The
league table approach, however, has so far been described
from a deterministic perspective. The objective of the
present study is to propose a risk-adjusted method to
ranking health care programs. METHODS: In the pres-
ence of uncertainty, ranking programs is complicated by
the degree of variability associated with each program.
Conﬁdence intervals for cost-effectiveness ratios may be
overlapping. Moreover, conﬁdence intervals may include
negative ratios and the interpretation of negative cost-
effectiveness ratios is ambiguous. We suggest ranking
health care programs according to their rate of return,
which is deﬁned as the net monetary beneﬁt over the costs
of the program. However, how does a program with a
higher expected return but higher uncertainty compare to
a program with a lower expected return but lower risk?
RESULTS: We borrow methods used in portfolio theory.
Financing a health care program is treated as an invest-
ment in a risky asset. The risky asset is combined with a
risk-free asset in order to construct a combined portfolio.
The weights attributed to the risk-free and risky assets are
chosen in such a manner that all programs under consid-
eration exhibit the same degree of uncertainty. CON-
CLUSION: The proposed method can be used to compare
the performance of the individual programs by con-
structing a risk-adjusted league table of expected returns.
ADHERENCE (COMPLIANCE) STUDIES
CP1
CROSS-CULTURAL DIFFERENCES IN NON-
ADHERENT ATTITUDES
Bolge SC, McDonnell DD, Eschmann B,Annunziata K,
Donohue JA
Consumer Health Sciences, Princeton, NJ, USA
OBJECTIVE: To examine cross-cultural differences 
in non-adherent attitudes among people across four 
countries. METHODS: Analyses are based on self-
administered questionnaires mailed to adults in 2001. A
total of 40,269 responses were received from France,
Germany, Great Britain, and the United States. Results
are weighted and projected to the national population of
each country. Weighting is based on gender, age, and
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region for European countries and gender, age, race, and
region for the United States. Participants report if they
have been diagnosed with 5 mental and 12 physical health
conditions. Mental and physical health status is deﬁned
by the SF-8. Non-adherent attitudes are deﬁned by using
three attitudinal statements: use of another’s prescription,
frequent switching, and frequent missed doses. Respon-
dents report their degree of agreement on a ﬁve-point
scale. RESULTS: Overall, France has the highest per-
centage of people with non-adherent attitudes (18% use
another’s prescription; 3% frequently switch; 13% fre-
quently miss doses), and Great Britain has the lowest (8%
use another’s prescription; 2% frequently switch; 9% fre-
quently miss doses). People in all countries with non-
adherent attitudes are more likely to be younger and
less-educated. In Germany and Great Britain, those with
non-adherent attitudes are more likely to be male, and in
France and the US are more likely to be female. For all
countries, mental health is worse among those with non-
adherent attitudes. Physical health is worse among those
with non-adherent attitudes in Great Britain and the US,
but is the same or better in Germany and France. Respon-
dents with a mental health condition in Great Britain and
the United States are more likely to have non-adherent
attitudes. Results varied for France and Germany by 
speciﬁc mental health condition. CONCLUSION: Non-
adherent attitudes vary across countries. These differ-
ences should be considered in creating programs that
promote adherence.
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MEDICATION ON FRACTURE RATES IN 
ACTUAL PRACTICE
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OBJECTIVES: Osteoporosis therapy places extensive
behavioral demands on patients, including the need for
precisely scheduled daily or weekly medication intake,
regular physical exercise and frequent visits to health care
providers. Although effective treatments are available,
compliance with osteoporosis therapy is known to be low.
It has previously been demonstrated that medication non-
compliance in actual practice—deﬁned as taking less than
80% of prescribed medications—signiﬁcantly increases
the risk of fractures. The objective of this study was 
to explore the effect of varying the deﬁnition of non-
compliance to identify the minimum level of compliance
required to reduce fracture risk. METHODS: Demo-
graphic, prescription drug use, physician services and
hospitalization information for women with osteoporosis
who were dispensed an osteoporosis medication between
1996 and 2001 was obtained from the Saskatchewan
Health data ﬁles. Fractures were identiﬁed by hospital-
ization or physician visits with a relevant diagnostic or
procedure code. Different levels of compliance were
deﬁned based on the proportion of time during which
patients had drugs available: <50% (poor), 50–80%
(medium), 80–90% (good), and >90% (excellent). A Cox
proportional hazards model was used to assess the effect
of compliance, deﬁned as a time-dependent covariate,
controlling for other known risk factors for fractures.
Patients were studied for up to three years following the
index prescription. RESULTS: Among 11,249 women
suffering from osteoporosis the overall fracture rate was
4.8 fractures per 100 person-years. Poor compliance led
to a 40% increase in fracture risk (95% CI: 19%–66%)
compared to excellent compliance, while medium com-
pliance increased risk by 20% (95% CI: 0%–43%). No
statistically signiﬁcant differences in fracture risk were
observed, however, between good and excellent com-
pliance. CONCLUSION: A high level of compliance
(80%–100%) is required to reduce osteoporosis-related
fracture risk.
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CLAIMS BASED MEASURES OF DRUG TAKING
COMPLIANCE AMONG MEDICAID PATIENTS
WITH SCHIZOPHRENIA: FEASIBILITY AND
PREDICTIVE UTILITY
Christensen DB, Guo JD
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OBJECTIVES: 1) To determine if reﬁll-based measures 
of non-adherence could be constructed using claims data;
2) compare and contrast three different compliance 
measures; and 3) determine the degree to which each 
measure predicted hospitalization or emergency room 
events among Medicaid patients with schizophrenia.
METHODS: Retrospective case control study using Med-
icaid claims data. Subjects were 1426 patients with a
diagnosis of schizophrenia who had received at least one
Rx for an antipsychotic medication. Cases were patients
with an event; controls were randomly selected during the
same calendar quarter. Both were continuously eligible
and receiving ambulatory care for at least six months
before the index date. Demographic, medical care use,
comorbidity, and antipsychotic drug usage data were col-
lected. A “days out of therapy” measure, and 2 medica-
tion possession ratio (MPR) scores were computed from
dispensed prescription (Rx) records during the 120-day
window prior to the index event date. RESULTS: Days’
supply was missing or inaccurate for 5.2% of all Rx; and
12.5% of patients had at least one Rx with a missing
days’ supply. Days’ supply could be imputed for most
missing records using a simple algorithm. Two of the 3
compliance measures correlated with each other at r = .33
or higher. The two MPR measures demonstrated low sen-
sitivity for an event (<32%) but relatively high speciﬁcity
(>70%) regardless of cutoff level. The days out measure
demonstrated high sensitivity and low speciﬁcity. An
exploratory model predicting events was developed using
